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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
clinical record reviews, review of facility documentation, facility policies, and interviews for one (1) of three
Residents Affected - Few (3) sampled residents (Resident #1) who were reviewed for accidents, the facility failed to ensure facility

staff provided adequate supervision to prevent Resident #1 from exiting the facility unattended. The findings
include:Resident #1's diagnoses included depression, anxiety, congestive heart failure, pressure ulcer to
the heel and a history of falls. The significant change in status Minimum Data Set assessment dated [DATE]
identified Resident #1 had some memory recall deficits, required substantial assistance with toileting
hygiene, was dependent for bathing, dressing and personal hygiene, and utilized a walker and/or
wheelchair for mobility. The Nursing Evaluations dated 11/10/25 identified Resident #1 was not at risk for
elopement. A December monthly physician's order identified Resident #1 may go out on a leave of absence
with a responsible party. The nurse's note dated 12/28/25 identified at 2:00 PM a passerby from outside the
facility came to the facility to notify staff there was an elderly individual in a wheelchair who he/she believed
was a resident. Resident #1 was found across the street at a local business in the parking lot sitting in a
wheelchair. Resident #1 was assessed and no injuries or signs or symptoms of distress were noted and
Resident #1 stated he/she wanted to visit a friend who owned the business. Resident #1 was brought back
to the facility. The note indicated Resident #1 was last seen by staff at 12:20 PM and it was not clear the
exact time Resident #1 exited the facility. The note identified Resident #1 was transferred to the emergency
department at 3:55 PM. The nurse's note dated 12/29/25 at 8:56 AM identified Resident #1 returned from
the hospital with a diagnosis question a urinary tract infection. The social services note dated 12/29/25 at
9:15 AM identified Resident #1 was seen post the 12/28/25 event and could not recall who actually let
him/her out of the facility and believed the person was a family member. Interview with the Social Worker on
1/7/26 at 11:24 AM identified Resident #1 reported to her that he/she sneaked out between the inside door
and the outside door after a delivery driver left the facility. The Social Worker identified Resident #1 was
alert and oriented and had not raised any flags regarding an elopement risk and did not verbalize or exhibit
any exit seeking behaviors prior to the 12/28/25 incident. Interview with one of the housekeepers,
Housekeeper #1, on 1/7/26 at 11:28 AM identified on 12/29/25, she was asked to cover staff and sit with
Resident #1, as Resident #1 was on one to one observations. Housekeeper #1 indicated Resident #1
stated to her that he/she had not slept well the night before the elopement and on the day of the incident
Resident #1 was in the library (right near the front door). Housekeeper #1 identified Resident #1 explained
he/she was watching families coming in and out of the facility and watching the door light counting how long
the light stayed green until the door relocked. Resident #1 then stated to Housekeeper #1 that he/she
watched a delivery driver being buzzed out of the facility and the person who let the delivery driver out left
the area and that was when Resident #1 followed the delivery driver out of the door and waited in the
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F 0689 vestibule between the locked door and the main door until the delivery driver left the parking lot and then
Resident #1 went out the second main door. Interview with a 7AM-3PM nurse aide, Nurse Aide (NA) #1, on

Level of Harm - Minimal harm 1/7/26 at 11:39 AM identified on 12/28/25 she was not assigned to Resident #1's unit but she noticed

or potential for actual harm Resident #1 was not in the dining room at lunch and she asked staff members if Resident #1 was coming to
the dining room but no one seemed to know. NA #1 identified that at some time after lunchtime she heard

Residents Affected - Few the front doorbell ring and went to answer the door with the charge nurse, Licensed Practical Nurse (LPN)

#1, behind her as there was nobody scheduled at the front desk on the weekends, and a passerby was at
the door stating there was a person who might be a resident across the street and the passerby described
Resident #1. NA #1 identified she and LPN #1 immediately went outside and across the street to bring
Resident #1 back to the building. NA #1 identified Resident #1 would not tell her how he/she got out of the
building. Interview with LPN #1 on 1/7/26 at 11:46 AM identified on 12/28/25 Resident #1 was last seen in
the library around 12:20 PM and at approximately 2:00-2:15 PM a passerby came to the building and
reported there was a person in a wheelchair outside across the street. LPN #1 identified she and NA #1
immediately went out to bring Resident #1 back to the building. LPN #1 identified Resident #1 stated to her
that he/she went to speak with his/her friend who worked at the business across the street. LPN #1
identified Resident #1 stated to her that he/she waited until the delivery person was buzzed out of the
building and followed him out of the building. LPN #1 identified Resident #1 had not exhibited exit seeking
behaviors in the past. LPN #1 explained on the weekends there was no staff member scheduled to sit at the
front desk to let visitors in and out of the building. Interview with the 7AM-3PM nursing supervisor,
Registered Nurse (RN) #1, on 1/7/26 at 12:38 PM identified on 12/28/25 it was reported to her that
Resident #1 was found by a passerby across the street in the parking lot of a business at around 2:00 PM.
RN #1 identified staff reported Resident #1 was last seen by facility staff at lunchtime. RN #1 identified a
staff member was not assigned to sit at the front lobby reception desk on the weekends, staff must let
visitors in and out of the facility, and she was unsure who let the delivery driver out at the time Resident #1
eloped. Interview and clinical record review with the Director of Nursing (DON) on 1/7/26 at 1:02 PM
identified on 12/28/25 the supervisor called her to report Resident #1's elopement. The DON identified
Resident #1 was last seen by staff at 12:20 PM and approximately forty-five (45) minutes later Resident #1
was found outside. The DON identified on the weekends the front lobby reception desk was not staffed, and
facility staff must let visitors in and out. The DON identified she questioned all staff working on 12/28/25 and
no staff member admitted to buzzing the delivery driver out of the building, but that someone had to let
him/her out as the door requires someone to buzz for the door to open. The DON identified it was the
expectation that when a staff member lets a visitor out of the building, they are to watch for any residents
near the door, and to stay in the area until the door shuts and relocks. The DON indicated Resident #1
stated to her that he/she put his/her foot in the door when the delivery driver was let out of the building, got
into the vestibule between the locked door and the main door, waited for the delivery driver to leave the
parking lot, then made his/her way out of the building and across the street. The DON identified she could
not state if the staff member did not wait to see the door shut and lock as no staff member admitted to
letting the delivery driver out of the building. Interview with the administrator on 1/7/26 at 1:21 PM identified
there was no staff member assigned to the front lobby reception desk on weekends and off hours. The
administrator identified it was the expectation of the staff that they would let the visitor in and out and stay in
the area until the door closed and relocked before leaving the area to ensure no resident was able to exit
the building. The administrator explained the door relocks as soon as it
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closes and there was an alarm that would alert staff if the door was held open too long. The administrator
identified no staff member admitted to letting the delivery driver out of the building on 12/28/25, all visitors
were interviewed from 12/28/25 and reported not seeing a resident by the door when they exited. The
administrator identified she called the delivery company, and she could not get any information regarding
who delivered to the building on 12/28/25 as they could not trace it without a shipping number, and she felt
that if it was a delivery driver who routinely comes to the facility, that driver may have known where the
buzzer was to unlock the door and buzzed themself out and that was when Resident #1 followed without
being seen by a staff member. The administrator identified there was no written policy regarding letting
visitors in and out of the facility. The facility identified the deficient practice and developed an immediate
plan of correction on 12/28/25.Education was initiated regarding the elopement policy.Education was
initiated regarding missing resident drills.Education was initiated regarding elopement risk.Random weekly
audits will be conducted regarding door checks.Random weekly audits will be conducted regarding traffic
exiting the building.Random weekly audits will be conducted regarding elopement risk-wandering.All results
will be reviewed at the next QAPI meeting.Compliance date: 12/28/25
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